Health literacy: A background
Health literacy is defined as 'the degree to which individuals have the capacity to obtain, process, and understand basic health information and the services needed to make appropriate health decisions' (Institute of Medicine (IOM), 2004, p. 1). Clients with low health and general literacy skills may have poorer health, higher expenses for health care, a higher rate of hospitalisations, lower self-efficacy for preventive care practices and compliance to treatment regimens (Ross, 2007) . This is true regardless of socio-economic status. People can have years of education and have high functional literacy (reading, writing and numeracy skills), but their health literacy skills can still be limited (Williams, Baker, Parker & Nurss, 1998) . Health literacy skills are not bound to race or age, even though the Interagency Coordinating Council (2002) stated that 80% of the population aged 60 years and older in the USA alone have insufficient health literacy skills.
Health literacy problems have grown as clinicians and health care system providers expect clients to assume more responsibility for their care at a time when the health system is progressively more fragmented, specialised, complex and technologically sophisticated. The complexity of written and verbal health information and the shortage of health information in languages other than English make it difficult for individuals with low general literacy skills and language differences to communicate effectively in health care (Zagaria, 2006) . A majority of printed health education materials, regardless of their topic, require relatively high literacy skills that may not exist among many of their target population (Gal & Prigat, 2005) . In the health care sector, and especially in speech-language pathology, where written information is frequently provided, this may lead to extreme frustration on the part of the client. People with speech, language, visual, hearing and intellectual disabilities experience even greater challenges when they need to apply high-level health literacy skills (Hester & Stevens-Ratchford, 2009 ).
Clinicians often overestimate their clients' literacy skills because many clients develop compensatory behaviours. Physical characteristics, such as appearance or the clients' ability to communicate well, are often inaccurate indicators of their literacy level. Even when clinicians have worked with clients for years, they are frequently surprised at the poor reading skills of some of their most articulate clients (Kelly & Haidet, 2007) . While some clinicians only provide verbal information to clients, this approach has the potential to disempower clients, as they are unable to refer back to information when they are at home or may not remember what has been discussed.
Numerous studies on health literacy have been published in various fields, including nursing, paediatrics, psychology, oncology, HIV/AIDS and pharmaceutics. Topics range from ways to improve health literacy to issues around client-provider communication (Bellardie & Harris, 2008; Chang & Kelly, 2007; Sanders & Brosco, 2005) . The limited research carried out in speech-language pathology and audiology is striking given that the IOM (2004) identified speaking and listening as areas in need of improvement in health literacy research and intervention. Two studies relevant to these professions were identified, which focused on the readability of educational materials for clients with cleft lip and/or palate and their families, as well as the effects of reader and text variables on understanding of health information in adults (Harris, Fleming & McDougall, 2003; Kahn & Pannbacker, 2000) . These studies suggest that individuals with communication difficulties and their carers are at an even greater risk of not understanding written materials. There is currently no consensus among health professionals and researchers about which interventions should be incorporated into clinical practice.
Regardless of the guidelines that have been provided to improve health literacy, the issue of client recall of health care instructions and its effects on the actual outcomes of management is still present.
Client recall: a background
An important aspect in providing health information to clients, in addition to issues of health literacy, is that of clients' recall of information and instructions after consultations. Recall (both shortand long-term retention) of health information and recommendations are prerequisites for adherence to treatment (Kessels, 2003) . This is an important point to consider in light of the widely held assumption that only good health literacy skills are responsible for an increase in adherence to recommendations. It is apparent that the speechlanguage pathology and audiology professions pay minimal attention to issues around clients' memory of health information, even though retention of vast amounts of important information (i.e. diagnosis and recommendations) is critical to treatment outcomes.
Some clients find little logic in what happens during and after consultations. This is because they face the stress of a medical crisis, often without the presence of a significant other person or while in great pain, confusion or depression (Rao, 2007) . Forty to 80% of medical information presented by clinicians is forgotten immediately and nearly half of the information that is actually remembered is incorrect (Kessels, 2003) . In light of the above, Parkin and Skinner (2003) found that even when clinicians assume that their clients would recall the health information that was provided, this might not necessarily be the case.
There are various explanations for clients' tendency to forget clinical information. With reference to the clinician: complex language and the provision of too much and disorganised information can make it difficult for a client to recall information. With reference to the client: level of education, stress, anxiety and state of health at the time of consultation; increasing age; perceived unimportance and complexity of information; differences in role expectations regarding rights, duties and responsibilities; and clients 'switching off ' as a result of feeling overwhelmed by the emotional impact of the information that they receive may affect recall (North, Cornbleet, Knowles & Leonard, 1992) .
It would seem to be important to address recall of clinical information as well as health-literacy skills during consultations with all clients and especially with the elderly, considering that the general ageing process can create difficulty in recalling clinical information (Kessels, 2003) .
Further issues around information exchange and compliance: The South African context
South African SLPs meet clients representing many different language and dialectal groups, and with a range of literacy abilities. These variables can have an influence on the outcomes of health care. South African clients' cultural backgrounds also play an important role in the utilisation of health care (Kagee, 2004) . Knowledge of clients' cultural backgrounds is a vital characteristic for any health professional working in the South African context, e.g. some families may prefer traditional health and healing practices to westernised therapy processes (Zhang & Bennet, 2001) . If clients choose not to adhere to treatment prescribed by an SLP because of their cultural beliefs, they might be perceived by the clinician as non-compliant. For example, SLPs may advise parents to stimulate their children's speech and language from an early age, but in some cultures it is not customary to speak to children directly until they reach a certain age (Marfo, 1993) .
What may also increase the perception of non-compliance, especially in the South African population, is that there is a culturally determined tendency to accept information non-interactively, without objections or questioning, even when the information may not be entirely understood (Marfo, 1993) . This characteristic may be explained by tactics of saving face, different child-rearing practices, perceived unequal power relations between clients and professionals, short duration of consultations and a hesitancy to be open with authoritarian figures such as medical doctors (Cilliers, 2005) . Clients might also prefer a rather 'paternalistic style' of client-provider relationships in consultations which means that the health professional is primarily made responsible for the treatment and well-being of the client. However, clients' choice of a more passive role in consultations seems to be reasonable given that they do not have the medical resources or knowledge to reach treatment decisions or the authority to implement them. Regardless of how this 'passivity' or 'noninteractivity' is explained, it raises the prospect of reducing clients' roles in decision making, as well as their success in managing their own health.
South Africa is a linguistically diverse country where 11 official languages are spoken (Big Media Publishers, 2007) . Nevertheless, South African public health care is still characterised by a large language divide between clients and clinicians. IsiZulu and IsiXhosa have the highest number of first-language speakers in the country, but the majority of South African health professionals are proficient only in English and/ or Afrikaans (Schwartz, 2004) . According to Penn (2007) , the majority of health interactions in South Africa are mediated by a third party, and more than 80% of these interactions between clients, a third party and health professionals take place across linguistic and cultural barriers. Where a language mismatch exists between client and clinician, the presence of a properly trained interpreter can be invaluable. When cross-cultural communication is improved, it may lead to increased client involvement in care, better adherence to treatment regimens, a higher quality of care, and better overall health outcomes (CooperPatrick, Gallo, Gonzales, Thi Vu, Powe, Nelson & Ford, 1999) .
In South Africa, more than 9 million adults are illiterate (UNESCO Institute for Lifelong Learning, 2010). Furthermore, 2.9 -4.2 million people, i.e. 1 in every 5 South Africans over the age of 20 years, have not received formal education (Nelson Mandela Foundation, 2004) . Even though countless South Africans can speak several languages, their literacy skills in all of these may be limited. Many older generations of people who speak African languages and were educated under the apartheid system, as well as many of the younger generations -as a result of the sudden switch to English as the language of learning and teaching (LoLT) in grade 4 -cannot read and write in their mother tongue. Additionally, their literacy skills in English and Afrikaans, which were the only languages allowed for education during the apartheid era (before the riots in 1976), are not sufficient because of inadequacies in the education that was provided under apartheid (Kagee, 2004) . Today, despite the efforts of the state and non-government organisations (NGOs), there are still various challenges in the provision of literacy classes that have to be solved (Pretorius, 2004) . This means that even when written materials are translated, they may be of little assistance to clients with the above profile.
Long waiting times at clinics or lengthy time lapses between appointments also affect compliance (McDonald, Garg & Haynes, 2002) . Furthermore, clients typically define adherence in terms of their view of good health and they only seek treatment approaches that are (in their view) manageable, tolerable and effective. Many clients only consider medication rather than behavioural regimens to be treatments (Kagee, 2004) . This is an important factor to consider in light of the nature of SLP interventions, which typically require behavioural changes and adherence to therapeutic strategies.
Poverty is another variable that affects compliance (Kagee, 2004) . Reduced self-efficacy and the demands and stresses of daily survival, work and family life may contribute to the lack of acknowledgement of the importance of complying with treatment regimens.
Practical solutions for improving health literacy, client recall and compliance post consultation
Clients often forget or misunderstand information if clinicians do not provide additional materials to ensure that when they leave the clinical setting, the information they have is clear, accurate, complete and available for review and discussion with other professionals or family members (Kessels, 2003) .
There are various studies that tested different interventions (alone and in combination) to improve compliance. These explored, for example, the benefits and concerns related to pictographs (Penn, Frankel, Watermeyer & Muller, 2009) , video/audio recordings (Rao, 2007) , short message service (SMS/ text messages) (International Institute for Communication and Development, 2006) , telephonic contact/follow-up (Osborne, 2008a) , and personalised clinical information (Osborne, 2008b) . Almost all the interventions that were found to be effective in long-term health care were complex and included combinations of aspects such as more convenient health care, ongoing counselling, and continual reinforcement of recommendations.
The complexity of the problem of client non-adherence suggests that no single solution is likely to be helpful, and strategies are more functional when combined (Kagee, 2004) . Table I provides an outline of the strategies and their advantages/disadvantages in intervention.
Some of the strategies presented in Table I are 'high tech' (i.e. highly advanced and specialised technology is used) and some are 'low tech' (i.e. less advanced technology is involved). While most of the above information aids could be used effectively, not all of them are appropriate for people with complex difficulties, low literacy skills and financial/other resources who live in remote/rural areas. Clients with low health/general literacy skills would typically have fewer means to improve their health literacy skills or review health advice because they cannot effectively access health care materials (Ross, 2007) . Clients who live in remote areas cannot attend for frequent therapywhich would provide them with a chance to review information -and some clients are more likely to experience difficulties with compliance as a result of poverty. However, examples of strategies which could support these clients in reviewing information, as well as being in contact with their SLP post consultation, are audiovisual materials, telephonic contact and SMS/text messages.
In the presence of limited financial and other resources in the South African health sector, it is important that issues around client adherence are fully understood and compliance is improved in order to enhance the effectiveness of treatments. With more clients having to take charge of their own health management as a result of financial constraints and (contact) time restrictions with health professionals, there is a dire need to maximise compliance (McDonald et al., 2002) . Clients need the opportunity to be in contact with their SLP and get feedback when they experience difficulties in treatment. When such difficulties are, for example, associated with dysphagia, potentially severe consequences could result. Health professionals and other stakeholders need to commit to being innovative and empowering their clients to access and use health information through culturally appropriate, cost-effective and user-friendly strategies (Parker, Ratzan & Lurie, 2003) . From an ethical point of view, SLPs might be seen to run the risk of overlooking the principles of non-maleficence and beneficence, if the profession does not invest in means to maximise health literacy and client recall of clinical information in populations that are 'high risk,' i.e. groups of individuals who are negatively affected by one or more of the many variables that influence health literacy, client recall and general compliance with treatment.
Method Aims
The aims of this study were to: (i) trial technology/strategies which may be able to maximise health literacy and client recall of clinical information; and (ii) evaluate the outcomes of the technology/strategies employed from both the SLP's and the client/caregiver's perspective.
Research design
A single-subject (case-study) design was used with four cases. Traditionally, the focus of single-subject designs is the use of systematic methods for applying interventions and documenting their effects repeatedly in single individuals over a longer period of time (Maxwell & Satake, 2006) . This study only investigated individuals at the first stages of their treatment. This type of design was used nonetheless because it allowed for richness of data in four individual cases. Outcomes of intervention were evaluated by means of semi-structured interviews, subsequent to which data were qualitatively analysed.
Participants
This study made use of two groups of participants: SLPs and clients/ caregivers. Clients with voice disorders (including laryngectomies), dysphagia or cleft lip and/or palate were the focus of the study. This is because clients' understanding and recall of information relating to these disorders is most critical to compliance with treatment (Fagan, Lentin, Oyarzabal, Isaacs & Sellars, 2002; Low, Wyles, Wilkinson & Sainsbury, 2001; Sataloff, 2006) . Selection criteria for SLPs were that they had to be practising currently in the greater Cape Town area, and had to have at least 1 year's post-qualification experience in managing at least one of the disorders that formed the focus of the study.
Selection criteria for clients were that they had to have one of the selected disorders or be a caregiver of a child with an unrepaired cleft lip and/or palate or a voice or swallowing disorder. They had to speak a language other than English as their first language because issues which might arise from the language divide between professionals and clients increase the potential for misunderstandings. Clients also had to have a poor socio-economic background (i.e. live in informal settlements or rural areas), as these clients might be more likely to experience difficulties with compliance as a result of poverty (Kagee, 2004) . In addition, clients had to have low health and general literacy skills as determined through an informal health literacy screening tool (see Appendix A). It was important to know the level of health/general literacy skills of participants, as clients with low health/general literacy skills typically have fewer means to improve their health literacy skills or review health advice because they cannot understand or read health care materials, thus indicating their need for additional strategies to assist them in this regard. Clients were excluded when they had any additional cognitive, psychological or intellectual disorders, as these were likely to affect their ability to give consent and their ability to express their opinion and perceptions.
One reason for including SLPs as well as clients in this study was because little research has focused on investigating SLPs as well as clients as key role-players in the clinical process (Hester & Stevens-Ratchford, 2009 ). Few studies mentioned caregivers and the issues that come with low health literacy and problems in recalling clinical information. For this reason the present study also included the caregivers of children.
Clients and SLPs were recruited at two large public hospitals and a community rehabilitation centre in the Western Cape.
Sampling
Purposive sampling was used with participants selected based on the researchers' knowledge of their characteristics and the purpose of the study. A total of four participants were needed (i.e. one participant with a voice disorder, one with dysphagia, one with a cleft lip and/or palate and one with a laryngectomy). A small sample size was sufficient as this is an exploratory, qualitative study where the focus was on richness and detail of discussions.
Procedure
This study was conducted in accordance with the Declaration of Helsinki. The principles that were followed were the principle of respect for people (which includes confidentiality and their autonomy), the principle of non-maleficence/beneficence and the principle of justice. Each participant had to be legally competent, informed and show comprehension before they were invited to sign a consent form voluntarily. Where people could not write, they were able to sign with a thumbprint. The consent forms were read out and explained to them in their preferred language. A trained interpreter was used for this to ensure that the content of the consent form was translated accurately.
A combination of strategies was devised to assist in: (i) maximising health literacy and client recall; and (ii) ensuring an open channel of contact between clients and their SLPs post consultation. Advantages and disadvantages of various strategies (see Table I ), information drawn from the literature as well as suggestions by Kessels (2003) and Rao (2007) were considered when deciding on strategies to be trialled.
The following strategies were selected to be trialled in combination: (i) audio-recordings in the form of a CD/cassette, (ii) 'please call me' SMS/ text message, and (iii) telephonic follow-up.
The reason for this is that an audio-recording of the consultation in the form of a CD/cassette is only efficient in assisting health literacy and recall of clinical information, whereas 'please call me' SMS/text message and consequential telephonic follow-up would only serve to allow for routine reminders, enquiries, discussions and feedback post consultation. In South Africa, radio ownership increased from 73% in 2001 to 76.6% in 2007 (South Africa Online, 2010) and these days even cheap radios include a CD player. Even people without their own CD player are likely to be able to use a neighbour's or relative's CD-player. The 'please call me' SMS function is a standard message (no typing required) that can be sent free of charge to another person's mobile phone in order to alert them of this individual's request for telephonic contact.
Low-tech (e.g. written, illustrative) strategies were not included in this study as these were already used by the SLPs. However where SLPs provided low-tech strategies, the proposed high-tech strategies were always added as a further strategy. Even though only the hightech strategies were focused on in the study, this mix of low-tech and high-tech strategies ensured the provision of visual, auditory and tactile elements in information exchange during and post consultation.
Trialling the use of technology/strategies to maximise health literacy and client recall of clinical information was a key concept to be introduced at a client's first consultation, given that this is typically where health literacy, recall and other variables to compliance determine clients' understanding, eventual recall and resultant adherence to treatment regimens.
Firstly, SLPs were familiarised with the procedures of the three chosen strategies to prevent potential problems from occurring during consultations. SLPs conducted initial assessments according to their routine clinical procedure and made recommendations to their client. Whenever important information and recommendations were to be provided, the SLP gave a signal to the researcher to audio-record that information. When all information was recorded and the consultation was concluded, this audio-recording was given to the client in addition to any low-tech materials that the SLP usually provides. The purpose and use of this recording together with the use of the 'please call me' function of their mobile phone was explained by the researcher. Clients were also given a date for a follow-up appointment (after at least 3 but not more than 6 weeks). The reason for keeping the time interval below 6 weeks was that it has been reported that recall decreases over time even when strategies have been used to improve recall of clinical information and health literacy. This time period gave the client an opportunity to independently manage their own health while using the proposed strategies. The researcher made notes based on information from the assessment and recommendations so as to have a record of each participant's treatment regimen for comparisons with the SLP's observations and for later use in data analysis.
Data collection
The outcomes of the technology/strategies employed during the period between the first consultation and the first follow-up appointment were evaluated from both the SLP's and client's perspective. Firstly, clients were interviewed through short semistructured interviews to probe more deeply into their experiences and views on the effectiveness of the strategies in assisting with understanding and recalling clinical information. Subsequently, a questionnaire using a Likert scale and open-ended questions as well as a subsequent semi-structured interview was conducted with SLPs. The purpose of the questionnaire was to assist in organising data and further in-depth discussions while allowing SLPs time to think about their responses. The subsequent interview gave the researcher an opportunity to probe more deeply into the positive or negative experiences reported by the SLP after having used the strategies.
Analysis
An immersion/crystallisation style was used when analysing the data. For this purpose, data of SLP and client individual interviews were transcribed. Patterns that emerged from the data had to be identified and matched with patterns in the literature review/other scientific knowledge so as to enhance internal validity. Themes suggested by Ammenwerth, Brender, Nykänen, Prokosch, Rigby and Talmon (2004) were considered, adapted and combined to form five themes against which the data were analysed. The themes were:
1. Improvement of knowledge and recall of medical information (long and short term). 2. Satisfaction related to the value that is placed on the strategies or the extent to which the participants found them to be helpful. 3. Is the combination of the strategies usable in the intended environment and for the intended purpose?
If not, what are SLPs' and clients' attitudes towards using the strategies in future and suggestions on improvements? 4. Do users need more training and guidance in order to use the strategies appropriately? 5. Possible effects that the combination of these strategies has on structural or process quality (e.g. time saving, clinical workflow).
Results

Case study 1 (client with a laryngectomy)
In this case study, strategies that were used included counselling, illustrations, audiorecording, the option of a 'please call me' SMS/text message and telephonic followup. The client reported that she forgot some details when she eventually arrived at home, which is when she used the audio-recording to refresh the information in her mind, thus indicating her need for a strategy to review information once she was at home. She also found it helpful to listen to a voice during the day when she was alone at home, to review information and for reassurance. She explained:
P1: During the weeks when I was so alone, I would sit and I put the tape on and just listen. R: So was it also just that you could listen to the speech therapist's voice? P1: Yes.
Nevertheless, this particular client continued to have poor recall and health literacy skills, possibly related to emotional aspects, poor social factors and additional stressors of daily life. She spent much of her energy on longing for her previous life and coming to terms with her present situation, rather than performing self-care and managing her own health and future through the use of strategies. She felt hopeless and confused, which may have further clouded her judgement and prevented her from effectively managing her own health.
The client also struggled to deal with her partner's rejection and reluctance to accept her condition. This agrees with a finding by Bunning (2004) , who explained that knowing what a child or partner was like before being affected by a disability can make it difficult for significant others to accept the 'new' person, which in turn makes it more difficult for the client to be enthusiastic about complying with treatment regimens.
It is not known whether or not the client would have been better equipped to manage her own health after she had time to deal with her situation, regain confidence and 
With laryngectomies I don't really know. I think if they don't have easy access because they often need medical attention … You know none of the strategies might be superb … because it's not just depending on them. It's not like a dysphagia where you say; remember to put your head down when you swallow! Ahm … there can be infections, there can be small stomas, there can be … prostheses fall out and then what you've taught them is just for if everything is fine. If everything isn't fine they need medical attention so …
Therefore, no single strategy might be effective because there will always be unforeseen problems that need immediate attention from various professionals. This highlights the need for regular contact -face to face or through SMS/text message or telephone.
Finally, it was observed that the SLP was caring and spoke to the client in a manner which was clear and in accordance with the client's level of language, a factor which was viewed to play a significant role in this case.
Case study 2 (caregivers of a child with cleft palate)
In this case study, strategies that were used were counselling, an audiorecording and the option of a 'please call me' SMS/text message and telephonic follow-up. Management in this case was effective; determined by the SLP's and the client's accounts, as well as their ability to follow treatment guidelines. However, it was not clear whether the success was due to: (i) the combined strategies being of real assistance; (ii) the caregivers being insightful and motivated from the beginning; or (iii) a combination of both. Nevertheless, the clients did not have any written information to refer to, which suggests that the combined strategies were important when clients wanted to review information. In addition to being able to review information, the caregivers felt it was also beneficial to share information with others. The mother reported that her neighbour had commented on the use of the audio-recording as follows:
She say it's nice, doctor give to you the CD, reminding you every time your baby … they say yes it's nice talk (not audible)
. This case provided a contrast to case study 1. In the first case, the client experienced socio-emotional difficulties that impacted on her compliance, but in this case the parents were practical and pro-active about their child's future health.
The SLP saw the value of the combined strategies but had concerns about their future use. Among the reasons for this concern was the issue of interpreters and that she felt the strategies were not practical because they would take time and she would have to invest in a system that would record and burn CDs. She would also always have to find a quiet room, which is not easy in a hospital, and it would require a lot of additional planning which would be more of a burden than of assistance. She further explained that these particular clients might also struggle with making sense of the information later at home, when it is out of context. Alternatively, the SLP suggested that only a mobile phone number instead of a CD be provided as it was quicker and easier, there was less room for misunderstandings and no need for additional expensive equipment to be bought. However, if clients do not contact the SLP to ask for clarifications, they might misunderstand or not remember information and implement the wrong feeding technique.
In the questionnaire, this SLP indicated that there is a difference between disorders and the need for the combined strategies, which is similar to what the SLP in case study 1 suggested. This SLP explained that in cases of voice clients for example, CDs with clinical information would be more practical where principles of therapy are more generic and you can easily record and make sense of them. Another example that she provided was that of articulation therapy for children, where she could record a session and the caregiver could follow the whole programme at home. In cases of clients with dysphagia or laryngectomies, this is more difficult as disorders are more acute or critical, and hands-on guidance, as well as practical demonstration, is needed. In these cases, visual tools like a video-recording would probably be more appropriate because information is presented visually and in context, whereas an audiorecording might be less clear especially if out of context. However, she explained that having to create video-recordings might be just as impractical as audio-recordings. It would initially take additional consultation time and she would have to invest in a system that would record videos or DVDs.
This question of whether this specific combination of strategies would perhaps be more effective with disorders that are less severe, complex and acute stood out after having analysed these two case studies.
Case study 3 (adult client with dysphagia)
In this case study, strategies that were used were counselling, illustrations, written information in point-form, an audio-recording, the option of a 'please call me' SMS/text message and telephonic follow-up.
One advantage of the combined strategies which stood out most in this case study was that the strategies and materials provided clients with an opportunity to comprehend and recall aims and rationales for treatments. The SLP in this case explained that:
… the client seemed like he had more resources to work with, he was more motivated to do his task … he was more motivated because When asked whether they would have still forgotten even in the presence of having the illustrations and the recommendations in pointform, the clients explained:
The tape provides more clarity. Look we got the exercises but this is just a picture and the picture cannot speak … but the patient and the speech therapist speak with each other. She explains what is going on and he follows her advice. There is an understanding between the two because what is discussed in the session is recorded on here. It is something that happens in real-time.
Furthermore, the couple felt that access to 'please call me' SMS/text message and regular telephonic contact would have been most beneficial initially when the client had first come out of the hospital. He had experienced various difficulties with his speech in addition to frequent aspiration and it would have made them feel safer knowing that they could receive immediate support when needed. Here, it is indicated that at the initial stages of treatment, clients' need for professional support and empowering strategies to manage their health is vital.
The SLP thought the combined strategies were appropriate for all disorders listed; namely dysphagia, voice disorders, laryngectomy and cleft lip and/or palate management. All these disorders require the therapist to obtain regular feedback from clients because the status of these disorders frequently changes and new difficulties arise. For example, there might have been spontaneous recovery or regression in the client's therapeutic process. When aims become obsolete in the event of regression or improvement of a disorder, clients can review the information, realise that it is not sufficient any more, and become conscious of their need to contact their SLP to solve current problems.
She agreed that this is also where 'please call me' SMS/text message and subsequent telephonic follow-up become central. She was worried that when this does not occur, clients become overwhelmed by the changes and resultant needs associated with their disorders if not followed-up immediately.
… I feel worried that their disorder might change and they get lost in the system and then who does the follow-up, if we aren't there to do the follow-up for them? So it becomes a critical issue.
This adds to findings by Zagaria (2006) who found that, when lacking appropriate support, clients become overwhelmed when having to manage their own health and by the pressures of achieving therapy goals. The above perspective provides a reason why these strategies would be effective in the treatment of the disorders focused upon in this study, as well as in any other disorders treated in speech-language pathology. Overall, the SLP was enthusiastic when asked whether or not she felt that she would like to routinely use the combined strategies. She explained:
… I would definitely use the strategy if I had something set up here at the centre and say for instance they gave me this in a budget and they gave me the resources to be able to do it, then I would have done it. Even though the SLP saw the value of the combined strategies, she had some concerns which would have to be addressed. For example, she emphasised that she would have to set up a system for recording information that was not intrusive to the client, and instead of having the 'please call me' SMSs come to her personal mobile phone, have a computer system at the centre that would receive SMSs/text messages. She explained that this is important as she works in a team setup and clients frequently have difficulties that have to be addressed by a team of experts. This further emphasised the usefulness of the 'please call me' SMS/text message and telephonic follow-up when clients are managed by various health professionals.
The SLP in this case study was noticeably more positive, motivated and enthusiastic about implementing the combined strategies in future compared with the therapists in the first and second case study.
Case study 4 (adult client with a voice disorder)
In this case study, strategies that were used were counselling, written information in point form, an audio-recording and the option of a 'please call me' SMS/text message and telephonic follow-up. The client reported that even though she had understood everything once she had left the consultation for the first time, she felt the need to listen to the audio-recorded information frequently because it contained further details than the written information provided for her. She explained:
You know I got all this information on a piece of paper but it is better for me to put on the tape and listen to it ... The additional detail to information that is on the tape is helpful yes.
The client also found that the combined strategies gave her the opportunity to manage her voice disorder on a long-term rather than a once-off basis. As a result of dedicating time, sitting down and following written instructions while listening to the cassette, she may have felt more as though she was doing a whole treatment session rather than just reading a sheet of written clinical information in point-form which could be less engaging after a period of time, or it might not be appropriate to her learning style (e.g. she might prefer a range of audio, visual or pictorial materials).
One SLP opinion that stood out from this discussion was that, irrespective of the presenting disorders, clients (at the institution where she works) all have low socio-economic backgrounds and similar education levels, which is why the combined strategies would serve them all in maximising health literacy skills, recall and complianceand not just clients with selected disorders. The SLP explained: Health professionals have to make every effort to ensure that clients understand their treatment regimen and can manage their own health when they return home so that motivation and treatment compliance can be improved. This has also been mentioned by most therapists in this study which confirms SLPs' awareness of the importance of these variables.
The SLP raised some concerns that would have to be addressed if the combined strategies were to be used in future: for example, (i) that clients might not have the insight to realise that they need to question certain aspects of therapy or acknowledge their need to contact the therapist for assistance; and (ii) when clients have a problem, they usually consult someone in their community who they regard as being wise (e.g. a traditional healer or a community leader), which could ultimately result in the combined strategies being ineffectual as they would not be used.
The researcher and the SLP agreed that, should the combined strategies be implemented at an institution, it would allow people to become used to their presence and they might use a combination of strategies or just some part of them more readily and effectively. She also highlighted that it is important to understand that cultural influences are particularly strong in rural areas. In this case, the SLP would have to investigate a client's needs and preferences after which a joint decision could be made on a strategy which allows for regular contact with the SLP and also maximises that client's health literacy, recall and resultant compliance to treatment.
Once more, this SLP was noticeably more positive, motivated and enthusiastic about implementing the combined strategies in future compared with the therapists in the first and second case studies.
Discussion
Management of three out of the four case studies was judged to be effective as determined by the SLPs' and the clients' accounts, as well as their ability to follow treatment guidelines. Various factors played a role in each particular case, but subjective opinions largely showed that the strategies assisted clients in maximising health literacy and client recall, while ensuring an open channel of contact between clients and their SLPs post consultation. Clients in all four case studies listened to the audio-recorded information and were aided through being able to review the detailed conversation. Furthermore, clients in case studies 1 and 2 found listening to a voice more reassuring, personal and human compared with written information. These are important findings, as much of the literature usually provided to clients goes unread (Kessels, 2003) .
As described by Osborne (2008a) , some participants were reluctant to get into telephonic contact. In some cases there were technical issues, whereas in other cases participants just did not feel the need to contact their SLP even though their follow-up appointment showed that it would have been helpful had they contacted their SLP for guidance on selected issues.
In most cases, provision of the combined strategies was time well spent, especially when clients were at 'high risk' and had ready access to the equipment needed to utilise the strategies. Some SLPs indicated the cost-effectiveness of using the combined strategies in that if clients were to start using these strategies early in their treatment process, recovery could be achieved more quickly as clients can review information in their own time and through regular telephonic contact, clients can be assisted continually, not just at follow-up appointments. In addition, the strategies would not require expensive equipment. For example, most professionals have access to the Internet and generally clients have access to phones, mobile phones and CD players (Kreutzer, 2009 ). Cassettes, which were used in some of the case studies, are rapidly becoming outdated, which is why CDs/DVDs, widely and relatively inexpensively available in South Africa, would be more appropriate. An initial investment would need to be made for a portable CD burner and audio-recorder. However, this equipment should be useful for many other tasks in hospitals/clinics. SLPs would need time to develop the best equipment and procedure (through clinical trial and error) so that they could make informed and effective decisions for when and how to use these strategies without them becoming an added burden.
All the effort would be a waste of time if interpreters are not readily available, both at times of audio-recordings and during telephonic follow-up. Furthermore, SLPs made it clear that the combined strategies are not a blanket technique for all clients. Clients would need to (i) have access and experience in using the equipment needed to utilise the combined strategies; and (ii) be insightful, motivated and have enough problem-solving skills to use the strategies effectively. A client's stage of recovery and resulting coping skills, as well as cultural influences and familial circumstances, are also variables that have to be considered as possibly interfering with effective use of strategies by clients.
When considering all participants' opinions, it became clear that the clients' overall experience and value of the combined strategies, was positive and that without them they would have had difficulties in dealing with the information and managing their health post consultation. However, at times it seemed that clients would be satisfied with any strategy which is novel and makes them feel confident in managing their own (or their child's) health.
SLPs were generally positive about the combined strategies. SLPs of case studies 3 and 4 were noticeably more positive, motivated and enthusiastic about implementing the combined strategies in future than the therapists in the first and second case studies. It was not clear whether this was because they were younger and had spent less time in practice than the former SLPs, who were more wary of the challenges faced and the role of the combined strategies. Therapists who have been in the field for many years have settled perceptions about the most appropriate information exchange in practice. They have had much experience of clients' lack of adherence to treatment regimens, despite their efforts to assist clients in complying. On the other hand, younger therapists may like to experiment with various avenues of information exchange with their clients, which could be a reason for their enthusiasm about the combined strategies.
Clinical implications
SLPs need to be aware that motivation and insight may impact considerably on compliance and treatment outcomes -with or without strategies -and therefore should also consider ways of maximising these. SLPs would have to investigate obstacles to compliance, a clients' stage of recovery (and resultant coping skills), personal situations, learning styles and ways of thinking and problem-solving when wanting to maximise information uptake. Subsequently, both parties could jointly decide on a strategy that allows for regular contact with the SLP and also maximises that client's health literacy and recall post consultation. It would be inappropriate to expect that the combined strategies could solely assure that health literacy and recall are maximised. A caring and supportive therapist is necessary for clients to feel motivated and confident to take control of the management of their health. At the same time clients have to be insightful enough to realise when they need assistance and make contact so that no time is wasted and their condition does not deteriorate. Therefore, when SLPs identify a client who is at 'high risk' for non-compliance, they should initially contact the client to encourage recall and problem solving and at the same time teach the client to initiate contact.
SLPs need to acknowledge that any strategy which makes clients feel confident because they are equipped and thus empowered to manage their (or their child's) health is vital when wanting to assure continued service delivery and success in treatment (Moon, Cheng, Patel, Baumhaft & Scheidt, 1998) .
These combined strategies might not only have different functions and possibly different outcomes for different disorders, but they might also have different outcomes at different stages of a client's recovery. The strategies should be adapted or provided as they have been proposed, to most clients who seek speech-language pathology treatment for any disorder, especially those with low literacy skills and who do not have the financial means to attend frequent therapy sessions or contact their SLP telephonically.
A preliminary framework (see Appendix B) could serve as a decisionmaking framework for SLPs who want to maximise health literacy, recall and compliance in clients. This framework is preliminary because it only focuses on the disorders and settings from this preliminary study. Future research exploring the combined strategies for other disorders in different settings would assist in making this framework more holistic and complete. Future research should also investigate a larger more representative sample including a range of disorders in various settings across the country and at different stages of a client's recovery.
Clients from high socio-economic backgrounds with well-developed literacy skills may be affected by some of the variables to compliance that have been identified in this study and in the literature. Participants with good health literacy skills should be included in future studies to identify the needs and issues that play a role in their compliance. Further research topics could include (i) whether or not the issues that these clients experience are similar or different to those of clients with low health literacy skills; and (ii) which strategies could be of assistance to their compliance with speech-language pathology treatments.
Limitations
This study was limited in that the long-term effectiveness of the combined strategies was not explored. Ideally these strategies should have been used with clients right through their treatment process.
Another procedure that could have been conducted was to perform a quiz with clients right after the consultation and then again before the next follow-up appointment to generate objective data that would show (i) how much information the client initially understood and recalled; and (ii) how much information they could recall and describe after having used the strategies at home.
Conclusion
This study provided insight into various strategies that are available for information exchange. Almost all the interventions that aim to improve compliance are complex (Kagee, 2004) . There is no one solution or universal tool for maximising health literacy and recall in the presence of various factors that impact the utilisation of the combined strategies and compliance. It depends on each client and their treating SLP which aspect of the combined strategies they see fit to use.
Future challenges for SLPs will be to effectively manage barriers such as clients' varying levels of literacy, motivation, insight and problemsolving skills; the lack of support from families; the need for trained interpreters; and lack of funds and resources. It is important that SLPs not only consider health literacy and client recall issues in their everyday practice but that this profession with its methods of analysis and sensitivity to the communication process can unquestionably make a contribution to health literacy and client recall in general, particularly in South Africa with its disease burden and where there are many barriers to care. The cycle of low health literacy and education levels, poor income and health and the inaccessibility to information technology can only be broken if information is brought to those who are underserved.
